Case 1 Mrs K P, aged 28 History: First developed pain in the right knee early in 1966. Referred to hospital 9 months later on account of sudden accentuation of pain as the result of a fall. X-rays showed an osteolytic lesion in the lateral condyle of the femur. Local curettage with heterogenous bone graft was carried out some weeks later, followed after some months by insertion of autogenous bone from the right tibia. Report on the biopsy material indicated that the lesion was a giant cell tumour. Referred to Royal National Orthopedic Hospital because of further growth of the tumour.
Examination (February 1968): Well-healed scars on the lateral aspect of the right knee and the medial upper quarter of the right tibia with a small amount of femoral thickening and some tenderness and increased warmth in the centre ior X-ray ofthe prosthesis one year after insertion of the scar. Knee flexion was about 110 degrees from full extension. Serial X-rays suggested a gradual increase in the size of an osteolytic lesion in the lateral femoral condyle with a break through the posterior cortex. April 1968: Arteriogram showed a moderately vascular tumour extending to the articular surface of the lateral femoral condyle with posterior displacement of the main vessels. Operation (24.4.68) : Through an abdominal approach a temporary snare was applied to the external iliac artery. The lower 6 inches (15-2 cm) of the femur was replaced with a titanium 160 prosthesis having a cobalt-chromium alloy (Vinertia) bearing. The tibial plateau was excised and replaced with a similar bearing set in a titanium 160 stem prosthesis (Fig 1) . Simplex P cement was used for the tibial component and Simplex C for the femoral component. The operation was covered by pre-and post-operative systemic antibiotics and antibiotic irrigation was used throughout the procedure.
Post-operative progress: The patient made an uneventful recovery and the wound healed by first intention. The limb was immobilized in a Thomas splint for 14 days. She was allowed to walk in a back splint at 3 weeks. This splint was discarded at 5 weeks but the patient walked with crutches (weight bearing) for another 6 weeks. The patient has regained 80 degrees of knee flexion without any extension lag and is able to walk without sticks.
Case 2 Mr C S, aged 59 History: First seen at the Royal National Orthopaedic Hospital in April 1968 with a 2-year history of pain in the back, right groin and lower limb below the knee. Examination (1.4.68): No clinical abnormality in the right hip or lower limb, but X-rays showed an osteolytic lesion in the endosteal area of the upper quarter of the femur. There was a small patch of calcification in this area and some endosteal cortical erosion. Biopsy revealed a vascular tumour comprising gelatinous lumps of friable tissue, which was reported as a low grade chondrosarcoma.
Operation (22.6.68): Excision of the upper 9-25 inches (23-4 cm) of the right femur and replacement with a cobalt chrome and titanium 160 prosthesis were carried out (Fig 2) . A Stanmore pattern cobalt chrome acetabulum was inserted. A preliminary snare was placed around the common iliac artery. Simplex P cement was used for cup fixation and Simplex C for the fixation of 22 Section ofOrthopeedics 717 the intramedullary femoral stem. The operation was carried out under a pre-and post-operative cover of antibiotics with local antibiotic irrigation throughout the procedure.
Post-operative progress: The limb was kept in Hamilton-Russell traction for 3 weeks. The wound healed by first intention. Assisted hip and knee exercises were started immediately after operation. The patient began weight bearing with crutches after 4 weeks and was allowed home a few days later. He returned to stores work in the motor industry about 8 months after the operation. He has been advised to use a stick for walking, but only uses this when walking any distance. He has over 90 degrees of flexion of the hip, with a gluteal instability when not using a stick. All operations gave initial relief of symptoms. However, in 1968 she became bedridden because of painful hips. Early in 1969 bilateral Charnley's total hip replacements were undertaken. She did very well post-operatively, with two painless mobile hips and two stiff but painless knees.
From a fall in May 1969 she flexed her right knee beyond its usual restricted limit and experienced severe pain which persisted, and on 4.7.69 Shiers' hinge arthroplasty of the right knee was performed.
During convalescence she suddenly lost consciousness for 15 minutes, and was found to have clonus of the right knee, an area of hypoesthesia over the dorsum of the right foot together with a positive Babinski's sign. Radiographs of the cervical spine showed upward migration of the odontoid peg (Figs 1 & 2) .
The neurological signs and symptoms were relieved by skeletal skull traction, followed by posterior occipito-atlanto-axial fusion by the method suggested by Newman & Sweetnam (1969) . She is now able to walk again with two painless mobile hips, two painless knees and a stable cervical spine with no neurological signs. Her neck motion is restricted to 50 % in all planes. 
